Section ofObstetrics & Gynacology with Section of Urology 833 (Mark I) and a modified pin with a threedimensional four-flanged head (Mark II). The patients were divided into two groups by orthodox clinical investigations which included cystometry. Twenty-nine patients were diagnosed as having stress incontinence and 11 as having an uninhibited or unstable bladder.
Perineal stimulation through needle electrodes resulted in rotation of the Mark I and Mark II pins as summarized in Fig 1. In contrast to the findings of Edwards, there was no correlation between the magnitude or direction of urethral rotation in response to electrical stimulation and the type of incontinence. Although a degree of rotation can often be demonstrated, it was concluded that the rotation test was of no diagnostic value. Ninety-five patients complaining of stress incontinence and showing no initial neurological abnormalities were investigated by means of flow studies and cine-urethrocystography combined with pressure recordings. Fifty-eight (61 %) had been subjected to a total of 119 unsuccessful operations to cure their incontinence before being referred for further investigation.
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Twelve patients were found to have urethral narrowing; of these, 11 had had a total of 34 operations prior to referral and the remaining patient had suffered a straddle injury 13 years earlier and had attended hospital at three-monthly intervals for dilatation of the urethra. Eleven patients were parous and 10 were post-menopausal. Symptomatology did not provide a reliable guide to diagnosis.
The clinical findings were as follows: the urethral length at rest was greater than 3 cm and the bladder capacity was greater than 300 ml in all 12 patients; the bladder capacity was greater than 500 ml in 9 patients. On passing a soft rubber catheter (18 Charriere), resistance was encountered in 5 patients and pain was caused in 3. Cystoscopy revealed bladder trabeculation in 11 patients and the remaining patient was subsequently found to have a neurological lesion.
Cine-urethrocystography with pressure recording revealed no evidence of induced detrusor action and no significant alteration in angulation of the proximal urethra on straining or coughing. The posterior urethrovesical angle was preserved in all cases. Voiding was achieved largely by straining and when asked to stop voiding all the patients were able to do so immediately. During voiding a poor stream was visible. Only 2 patients were able to void to completion after a considerable period of time while the remainder were found to have significant amounts of residual urine.
Flow studies in all these patients revealed poor flow rates (less than 10 ml/s).
All 12 patients had an internal urethrotomy carried out employing the Otis urethrotome and were followed up at 3 months and 12 months postoperatively by repeating the investigations. Eleven were symptom-free at three months and the mean flow rate of the group was found to have improved from 7.1 ml/s (range 3-13.3 ml/s) to 16.4 ml/s (range 6.2-21.2 ml/s). The patient who showed no improvement was later found to have a spastic paraparesis. At the end of a year after internal urethrotomy, 9 patients have remained symptom-free but 2 (both had undergone sling operations and Marshall-Marchetti repairs previously) have reported that some of their urinary symptoms are returning.
Our experience showed that in this highly selected group of patients with unfortunate surgical experience, the subjective and objective improvement following internal urethrotomy was impressive. Dilatation of the urethra produced only temporary benefit, whereas the results of internal urethrotomy were much longer lasting.
[ said that the most important roint in assessing 'wet women' was to find out when they were wet, how wet they were and what caused them to be wet. Previous speakers had demonstrated incontinence while the patient was lying in Sims's position when coughing or had mentioned a similar demonstration in lithotomy. It had been stated that it was difficult to demonstrate incontinence while the' woman was standing. A nappy developed in the Sphincter Research Unit was then shown. On squirting liquid on to this a recording was received on an ordinary radio set which could be transcribed on to a pen recorder showing both when, and how much, urine was lost. This simple device can be used both preoperatively to assess the patient's incontinence and also objectively postoperatively to show the degree of continence obtained by any operative procedure.
A brief description of the electronic implant method of treatment was then given. This method had been developed and used in Exeter in selected patients. The device was now obtainable commercially through Devices Ltd.
Mr K E D Shuttleworth (Department of Urology, St Thomas's Hospital, London SEI) said that the previous urological papers had been concerned with research investigations into the mechanisms of bladder function and urinary incontinence. Interesting as they were, they were largely hypothetical.
It was important to appreciate that the vast majority of women suffering from stress incontinence were adequately treated by standard operations such as anterior colporrhaphy or the Marshall-Marchetti operation. The effect of all operations for'stress incontinence involved the repositioning of the urethra above the pelvic floor, thus allowing the raised intra-abdominal pressure produced by stress to be applied to both the urethra and the bladder, and eliminating the pressure gradient across the urethrovesical junction'.
If extensive fibrosis was present as a result' of previous operations, these operations were unsatisfactory, and it was in these cases that plastic operations on the urethra or the use of electronic stimulation had to be considered.
Mr S C Simmons (Department of Obstetrics & Gyneecology, Upton Hospital, Slough, Buckinghamshire) said that when operation for stress incontinence was contraindicated, complete control might be obtained by the intermittent use of sponge vaginal tampons. They were of particular value in the aged and in patients who developed stress incontinence following Wertheim's hysterectomy. A short film was used to demonstrate this.
The following paper was also read: 
